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Carcinoma of the ciliary body is so rare as to be almost a patho- 
logical curiosity. When it is secondary to a. similar condition of 
the thyroid gland it must be rare indeed, if not unique. So far 
as we are able to find, no other case has been published. 

Clinically the case here reported presents little of unusual inter- 
est. The patient, C. C., male, sixty years of age, came to the 
Wolverhampton and Midland Counties Eye Infirmary on May 24, 
1934, complaining of failing vision of his left eye, first noticed 
fourteen days previously. His work was that of a coal miner; he 
was of medium height and rather heavier than normal; his 
complexion was sallow. : 

The signs were those of a tumour of the ciliary body on the 
temporal side and a provisional diagnosis of sarcoma of the ciliary 
body was made. The left eye was enucleated on June 1, 1934, 
and sent for examination. The right eye was normal except for 
hypermetropia,. vision 6/18, with 15 sphere=6/6. 

The pathologist .who reported on the specimen had a difficult 
task set him. We shall presently acknowledge our debt to him. 
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Before making a formal report he suggested examination for a 
carcinoma elsewhere-in the body, especially in the alimentary 
tract. That he was not fully persuaded of the resemblance to 
intestinal carcinoma appears from the following description of the 
microscopic appearance of the affected eye :— 

Cornea.—Normal. 

Iris—Some lymphocytes and plasma cells seen, collected in 
nodules within pupillary border. : 

Anterior Chamber.—Angles free. 

Lens.—Clear. 

Ciliary Boay.—The outer two-thirds, of the ciliary body, on one 
side, is occupied by a large carcinomatous mass. The cel _n- 
posing the growth are columnar and the formation is one of 
multiple papillae. In the majority of these papillae the central 
core is very slender, and often oedematous, and consists of young 
fibrous tissue in which are newly-formed blood vessels. Fine 
pigment is scattered irregularly throughout the growth. Areas 
of albuminous exudate are present. Many lymphocytes are seen. 
On the inner side of the ciliary body, i.e., within the eye, is a 
large oedematous papilla covered by columnar cells similar to 
those seen on the main mass of the growth. On following this 
papilla forwards, these columnar cells appear to be continuous 
with the outer layer of cells covering the normal ciliary processes. 

Choroid.—Everywhere congested. 

Immediately behind the growth there are massive haemorrhages 
into the choroidal tissue. Fig. 1 (c). In one spot a sub-choroidal 
haemorrhage is seen. There are areas of lymphocyte and plasma 
cell infiltration. 

Retina.—Detached. On the side opposite the growth is a large 
sub-retinal albuminous exudate. 

One can see in the description of the ciliary body a definite 
leaning toward a diagnosis of primary carcinoma. Indeed, two 
good reasons are adduced against its being a secondary penieth. 

(a) The highly papilliferous nature of the growth is unlike any 
primary carcinoma seen elsewhere in the body except in 
the uterus and ovary, and this patient is a male. 

(b) The oedematous papilla within the eye, which is almost 
certainly part of the main mass of the growth, appears to 
be continuous with the epithelium covering the ciliary 
processes. 

Supposing for the moment that examination had failed to dis- 
close' a primary tumour, it is very doubtful if anyone could 
controvert such argument except, possibly, that it might be asked 
why the growth occupied ‘‘the outer two-thirds of the ciliary body” 
leaving norma) the inner third next to the epithelial layers, from 


which the growth presumably arose. 
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Fic. 1. X10 





TuHyrroip. Tumour X100 


After some difficulty the patient was persuaded to return to 
hospital at the end of August for investigations, X-Ray examina- 
tion of the intestinal tract after an opaque meal revealed no 
evidence of new growth. Dr. J. H. Sheldon suggested that 
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a hard, fixed lump about the size of a pigeon’s egg in the thyroid 
area of the neck, on the left side, was probably a malignant growth 
of that gland. The patient said he had known the lump to be 
there for at least eight years and that it gave him no trouble. 
X-Ray examination of the chest showed no evidence of disease. 
Early in September the thyroid tumour was removed and proved 
to be a columnar-celled carcinoma. 

There remains now the necessity to show the relationship 
between the two tumours. As soon as the thyroid enlargement was 


Cictary. Tumour X100 


found one remembered the resemblance of parts of the section of 
the growth in the ciliary body to thyroid vesicles. When the 
microscopic section of the thyroid was available for comparison 
the similarity of the cells in the two tumours left no room for 
doubt that the intra-ocular. one was secondary to the carcinoma of 
the thyroid gland.. The three photo-micrographs serve to 
illustrate this. 

So far as we have been able to ascertain, no case of carcinoma 
of the ciliary body secondary to carcinoma of the thyroid has been 
reported till now. Usher (1923) in a long review of ‘‘Cases of 
Metastatic Carcinoma of the Choroid and Iris,’’ mentions three 
cases in which the seat of the primary growth was the thyroid, 
but none of these affected the ciliary body. 
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We wish to acknowledge our debt to Mr. E. F. King for the 


sections and report on the eye, and to Dr. S, C. Dyke for similar 
service in respect of the thyroid tumour. To Mr. King should go 


no smal] share of the credit for the case, for he has taken great 
interest in it and the greater part of the work and worry have 


been his. We also thank Mr. Vincent Patrick for his 


interest and for removing the primary tumour, and Dr. Jj. H. 
Sheldon for the general examination of the patient. 


REFERENCE 
Usher.—Brit. Jl, of Ophthal., Vol. VII, pp. 10-54, 1923. 








ATYPICAL RETINITIS PIGMENTOSA ASSOCIATED 

WITH OBESITY, POLYDACTYLY, HYPOGENITALISM, 

AND MENTAL RETARDATION (THE LAURENCE- 
MOON-BIEDL SYNDROME) 


(Clinical and Genealogical Notes on a Case) 
BY 


L. H. SAVIN 


LONDON 


ALTHOUGH many cases of this bizarre syndrome have been 
recorded since the classical paper-of Laurence and Moon‘ in 1866, 
reports with pedigrees are still sufficiently rare to justify 
description. ; 

I first saw my patient H. D. through the kindness of Dr. Sharp 
and Mr. Kelly in 1933 at the Whipps Cross Hospital. He was 
complaining of night blindness, which, I was told, had first 
showed itself in 1925, when he was nine years of age. At that 
time he had been of fair mentality; when seen in 1933 he had 
degenerated so that it proved impossible to take a visual field on 
the perimeter, though he could still recognize letters if allowed 
due time. He was of a gentle, tractable, and friendly disposition, 
popular in spite of his deficiency with the other patients of his 
ward. His figure was stout, rather suggesting hypopituitarism, 
with slight enlargement of the breasts. An X-ray examination of 
the skull showed a normal sella turcica. His height was five feet, 
three inches. On the ulnar sides of his hands and outer sides 
of his feet were operation scars as if for the removal of accessory 
digits; but he could give no history to confirm this, and at the 
time it was not known that any relatives still remained alive. The 
genitals corresponded in development to those of a boy of twelve. 
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No other abnormalities were found on examination. His blood 
belonged to Group II. 

Right vision with - 2:0 D. sph: - 1-0 D. cyl. axis 180 was 6/24. 

Left vision with - 2:0 D. sph: - 1:5 D. cyl. axis 180 was 6/24. 

The pupils were equal and reacted briskly to light and accommo- 
dation. Ocular movements were normal.’ Fundi showed slightly 
waxy discs and in the periphery small white dots suggesting 
retinitis punctata albescens. 

Six months later fine pigmentary changes began to show them- 
selves at the fundus periphery. These advanced steadily and by 
February, 1935, vision was so diminished that the lad knocked 


_‘‘ The operation scar can be seen on the outer side of 
the right foot (photograph by D. G. Sharp).’’ 


into walls and into other patients. The macular regions showed 
pigmentation. I could not make him see 6/60, though some of 
this diminution»might have been apparent and due to his failing 
mentality. Similar macular changes, however, have been noted 
in other cases.2 Although 19 years old he had never needed to 
shave. He was stouter than in 1933, largely confined to a chair, 
with few remaining pleasures save the gustatory. 

About this time a brother suddenly returned from abroad, and 
after some difficulty rediscovered H. D. in the hospital. The 
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brother was five feet seven inches in height, spare, alert, intel- 
ligent, active, and well-to-do, yet still preserving an unmistakable 
family resemblance of gesture and mannerism to my patient. By 
the brother’s good offices I was able to obtain a complete family 
and case history. 

The affected members of the family were III—9, Florence D., 
who died at eighteen months and had extra fingers and toes ; 
III—13, John Stanley D., who died at three years, obese, men- 
tally backward, with extra toes; and III—14, my patient H. D. 
His brother, I1I—8, confirmed my supposition that the operation 
scars on his hands and feet were from removal of accessory digits. 
An X-ray picture of H. D.’s left foot showed a remaining sixth 
metatarsal. The extra fingers and toes in every affected 
member of the family were ‘‘perfect and of normal size.” 








9 10 It 12 13. 14 


mogddd 
2345 


Exact details of the toes could not be remembered, but the extra 
fingers had the joints ‘‘from the base of the normal little fingers 
in all cases.’’ H. D. was the only affected member of the family 
ever subjected to an ophthalmoscopic examination. 

Details of the rest of the family are appended for completeness. 
I—1, was an estate agent; he died of pneumonia. His wife, I—2, 
died of heart disease. I—3, was a Chinese official and attached 
to the Chinese legation ; his English wife, I—4, and he, both died 
at a fair age. The patient’s father, II—4, was an army officer 
who died in middle age; his uncles II—1 and II—2, and aunt, 
II—3, are alive and well. II—1, is childless; II—2, has five 
healthy children (two girls, III—1 and III—2, and three boys, 
Il1I—3, I1I—4, I1I—5); II—3, has two unaffected boys, III—6, 
and III—7. The patient’s mother, II—5, was unrelated to his 
father. She died in middle age of bronchitis. Her sister, II—6, 
is alive, healthy and childless, 64 years of age; her brother, II—7, 
is healthy, childless, and 58 years of age. Of the next generation 
the cousins, III, I—7, are healthy. The brother Cecil D., I1I—8, 
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is 38 years of age and healthy ; III—9, was affected; III—10, was 
an unaffected sister who died in infancy; III—1l, Marie, is 
healthy, 23 years of age and unmarried; III—12, Doris, 22 years 
of age, is recently married ; III—13, John Stanley D. and III—14, 
H. D., have both been affected as described. There are as yet 
no members of a generation following that of my patient. 

Remarks :—My patient H. D. is evidently an example of the 
syndrome of obesity, hypogenitalism, mental retardation, and 
retinal pigmentary disturbance described by Laurence and Moon.‘ 
He does not exhibit the paraplegia® 5 which eventually developed 
in their cases, and indeed this seems to have been a feature peculiar 
to the original family described.? The association of polydactyly 
has been noted by many observers, including Biedl and Raab,! 
and recently Cockayne, Krestin, and Sorsby.? The inheritance 
is not sex-linked, is of the recessive Mendelian type, probably the 
result of mutations of two or more genes in the same chromosome, 
and an example of linkage of genes.? Although details are not 
complete, it does not seem unwarranted to assume that in the 
sibship described in this paper, the patient’s deceased brother and 
sister with polydactyly also suffered from the ‘‘Laurence-Moon- 
Biedl’’ syndrome. 

I should like to thank Messrs. A. D. Griffith, O. R. M. Kelly, 
D. G. Sharp, and A. Sorsby for their kind advice and assistance 
in the preparation of this report. 
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THE PRECISE ORIGIN OF CORNEAL PITTING 


BY 


LieuT.-CoL. H. HERBERT, I.M.S. (Retd.) 


In the July, 1935, issue of the Brit. Jl..of Ophthal. MacCallan 

draws the unqualified conclusion, from a short paper published 

by me two months earlier in the same journal, that I am “‘not in 

ee with the view that follicles are the antecedents of 
erbert’s peripheral pits.’ 
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I regret that this sweeping deduction could have been drawn 
from my remarks. Anyone with large Eastern ophthalmic ex- 
perience must agree without hesitation, as I do, that all the more 
obvious marginal post-trachomatous corneal depressions indicate 
the sites of former cell aggregations, whether typically follicular 
in the arrangement of their cells, or not. 

But this recognition does not carry us anywhere near the root 
cause of pitting in general. It does not explain the restriction in 
the sites of the depressions to a single row near the upper corneal 
border. And it pays no regard to the fact that the uncommon, 
particularly arresting, and noticeable deep pits, representing 
earlier follicles, constituted only the major examples of a series 
of depressions, mostly minimal, that were thrust into notice in 
India by a commonly associated abnormal pigmentation of the 
spots. In the majority of these closely related cases cell accumu- 
lation must have been scanty throughout. 

It is in the nature of a paradox that the more definitely destruc- 
tive lesions—the deeper pits—should have been traceable in India, 
with the aid of this localized pigmentation, through lower grade 
lesions back to a presumptive origin at points showing precisely 
the reverse evidences, namely, to primary localized marginal re- 
sistances against pannus invasions. This seems an extraordinarily 
complete reversal. 

It is accepted that trachoma is not always persistently . pro- 
gressive. But one loses touch with the mild and short-lived cases, 
which should serve to provide permanent clinical records of the 
initial and immediately following steps in trachomatous 
developments. 

Thus the very small, clear and sharply defined notches, cut into 
the ill defined lower border of old minimal pannus remains, to be 
seen in No. 12 of the small outline drawings published with my 
original paper (Trans. Ophthal. Soc., U.K., XXIV, 1904), con- 
stituted a rare finding. It provided a valuable, much needed, 
lasting record of the initial, purely resistant phase. 

But without definite ‘‘outside’’ support, such rare trachomatous 
evidences of the existence of isolated points along the upper corneal 
border, resistant to superficial inflammatory invasion, would be 
unconvincing. 

Fortunately this needed clinical support is forthcoming. The 
cases are rare, but this is as it should be. Apparently only excep- 
tional eyes are capable of developing either the trachomatous or 
the non-trachomatous evidences of resistance. 

I can recall vaguely a few instances of diffuse superficial inflam- 
matory haze of the cornea, showing an upper row of sharply 
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defined, somewhat clearer round spots. The general impression 
conveyed was that of an exceptional corneal involvement in a mild 
insignificant conjunctivitis. The less clouded points appeared 
slightly depressed. 

Being by no means striking, the spots might have escaped 
casual observation and, their clinical course being probably short- 
lived, opportunities for recognizing them must have been 
correspondingly limited. Almost their sole interest lay in the much 
needed support, which they have given, to the more striking and 
progressive related trachomatous developments, 

Reference to my original (1904) paper shows that, at the reading 
of the paper, I tried to demonstrate a corresponding row of barely 
perceptible corneal depressions in a case of interstitial keratitis. 
The demonstration was naturally feeble, showing a superficial 
result of an inflammatory process that was mainly deep. But the 
case is distinctly relevant here. 

All the above varied clinical developments, ranging up to the 
deepest trachomatous pits, seem traceable back in some measure to 
the primary and fundamental influence of relatively small, 
exceptional, isolated limbal resistances. 

The resistant notches seen in my old outline drawings Nos. 12 
and 13* represented resistances to an invasion directed downwards 
only, from the upper corneal border. The resistances outlined 
correspond with the sharply cut eddies and slack waters that are 
to be seen as the results of relatively small obstructions in shallow 
flowing waters of river or sea. 

In the case of the transient catarrhal invasions the strict limita- 
tion in the sites of the clearer points, to the upper corneal border, 
is the only feature that connects them with the hypothetical limbal 
obstructions. 

In progressive trachoma the still waters below limbal obstruc- 
tions may well serve for the (follicular) local increase of actively 
eroding cells, to produce effects ranging up to the deepest pits. 

] ventured to suggest the minute basal epithelial crypts as pos- 
sibly providing the isolated clinical resistances. Appropriate 
exceptional grouping and spacing of the crypts might be respon- 
sible for the varied clinical developments. The suggestion was 
perhaps premature, as there is no evidence yet of such essential 
grouping in any eyes. It isa matter for future observation. 





* Note.—The reference is not to separate tsolated tllustrations but merely to 
stems among a series of over 30 little drawings. H.H. 
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KINESCOPY—OBJECTIVE AND SUBJECTIVE 
(A practical Kinescope S) 
BY 
_S. HOLTH, M.D. 


OSLO 


CUIGNET detected in 1878 the objective Kinescopy, which he named 
‘‘Kératoscopie.’’ Parent introduced the method with concave 
mirror in Galezowski’s clinic as ‘“‘Rétinoscopie.’’ Chibret pointed 
out the advantages of a plane mirror and translated Priestley 
Smith’s ‘‘Shadow Test’’ into classical Greek: Skiascopie, which 
is the usual, but wrong name. 

I have in both eyes a mixed astigmatism with the two 
hypermetropic meridians +05 D. nearly vertically situated to each 
other. I detected in 1902-1904 two new and subjective methods 
of determining ametropia (1, 2 and 3). In both methods are seen 
movements of objects in the distance—by myopia in the same 
direction as the moved stenopaic aperture or needle and by hyper- 
metropia in the opposite direction ; equally by astigmatism, when 
the two principal meridians have these ametropias—in all other 
meridians the movements of or in far objects are oblique. In 
spite of their accuracy the two methods did not attract much 
attention in those days. 

In Paris, 1921, Trantas (Athens) presented ‘“‘La Vélonoskia- 
scopie,’’4 termed after the modern Greek ‘‘veloni’’ (needle)—the 
principle was that of my ‘‘Skiakinescopie’’ (3) from 1904. 

Richard Krimer® said in Vienna, February 21, 1927, that the 
method of Trantas is identical with Holth’s method, published 17 
years previously. 

On June 20, 1927, Trantas gave a detailed lecture (6) on his 
procedure: the object disc—fixed in the wall—was now red in the 
upper half and black in the lower half with luminous radiating 
lines across the whole disc in every 15th meridian. Besides there 
were 2 eccentric “‘light-points’’ downwards in the black half; thus 
Trantas deprived himself of my present rapid and exact method 
of determining the direction of the two principal astigmatic 
meridians by means of the central ‘‘light-point’’ from 1904. 

On May 21, 1929, at the annual meeting of Norwegian 
oculists I spoke on my two methods under the collective 
designation ‘‘Kinematoscopia subjectiva;’ for the old ‘“‘Shadow 


Test’? and proposed the new name ‘‘Kinematoscopia objectiva.’’ 





* Lecture and demonstration May 31, 1935, at the annual meeting of Norwegian 
oculists, 
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The German translation of my lecture was printed (7) in the 
Klin, Monatsbl. f. Augenheilk. In the same journal I published 


a note (8) on mounting the black object disc before a 75 Watt 
electric lamp fixed in the wall at the height of 120 metre and 


included in a metal cylinder with ‘‘iris diaphragm,”’ by which the 
‘“light-opening’’ could be regulated down to 3 mm.; the ametrope 


was sitting on a swivel chair—in this way his eyes could come 
on a level with the “‘light-opening’’ of the object disc. This 


arrangement was cumbersome; I was soon tired of it.—I will this 
evening show you another arrangement, which is handy (Fig. 4). 


H: K. Miiller, in Basel,? in April 1933, proved, that the sub- 


jective kinescopy is a modification of Scheiner’s experiment 


(1619); I had myself written in 1903 (2, p. 199): “This is—if 
you like—a new way of performing Scheiner’s experiment.’’— 


Fic. 1. 


Holth’s needle, 1°5 mm. thick for Kin. S. 


H. K. Miiller says it so: Scheiner used a broad bridge between 
two narrow openings. Holth® and Trantas* ° separate larger holes 


by a narrow bridge: by the needle (Fig. 1), held an inch before 
the trial frame, the pupil is divided into two. 

Besides H. K. Miiller? demonstrated by conclusive diagrams 
the fact that the ‘‘shadow’’ in the method is not produced by the 
needle—but is only diffusion areas from the ‘‘light-point’’ or the 
“‘light-lines’”’ and therefore has the colour of the surrounding 
object disc (‘‘red’’ by Trantas). 

Richard Kramer proved that the only original feature of 
Trantas® is the red colour on the disc. The translation of Trantas’s 
method js in ‘seeing the needle’s shadow;’’ but such a shadow 
is non-existent. In the explanation of these methods the fateful 
mistake is made to consider “‘non-illumination” or ‘‘darkness”’ as 
a ‘“‘shadow.’’ The same mistake has—as is weil known—created 
the wrong name ‘‘Shadow Test :’’ also here the movement is of 
a ‘‘non-illuminated”’ part of the fundus. 

But Kramer” has nevertheless in ‘‘Kinescopy S’’ demonstrated 
a veritable needle-shadow: looking at a big white wall surface 
and moving the needle in front of the eye one sees a large faint 
shadow, which—completely independent of the refraction—under 
all circumstances moves in the same direction as the needle. The 
shadow looks so faint because the eye in relation to the needle is 
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extremely hypermetropic and the diffusion areas therefore are 
very large. But just this extreme hypermetropia is the cause of 
independence of the shadow movement from the refraction: a 
simple geometrical optical drawing makes this immediately clear. 
Under the arrangement for ‘‘Kin. S’’ this shadow is invisible, 
because the movements in the ‘‘light-opening’’ completely 
vanguish the real needle-shadow. 

R. Kramer says: ‘‘The merit of all who have given to 
ophthalmology a new and extremely valuable refractometry is 
exclusively due to Holth.’’ 

Kramer does not doubt that Trantas (1917-1921) had made his 
observations independently. His error is that he was fascinated 
by his finding—did not trouble to seek for a possible predecessor ; 
and his real blunder is that he, in spite of knowing the 
real discoverer, retains the—moreover wrong—denomination 
“*Velonoskiascopie.’’ 


lam obliged to confess that in 1904 I had belief in the ‘‘shadow’’. 
and therefore gave my second ‘‘Kinescopy S’’ the name ‘‘Skia- 
kinescopie’’ ; (3) the works of H. K. Miiller® and of R. Kramer® 
destroyed the rest of this faith. 

Because movement is the chief point I proposed (7) as above 
mentioned, in 1929, for my two methods, 1902-1904 (1, 3) the 
collective designation ‘‘Kinematoscopia subjectiva’’ and for 
“‘Skiascopy’’ the new name ‘‘Kinematoscopia objectiva.’’ Both 
these names are too long; I propose therefore now for my two 
methods: ‘‘Subjective Kinescopy’’ (Abbr. Kin. S) and for the 
‘Shadow Test” ‘‘Objective Kinescopy” (Abbr. Kin. O), — 

My ‘‘Kinescopie’’! in 1902 was excellent for the oculist himself, 
but unhandy for his patients. For these—the ametropes—the 
Kin. S floor lamp, shown in Fig. 4 is very practical. 

This improved arrangement is mainly depending on the fact, 
that the level of the “‘light-point”’ can rapidly be regulated ver- 
~ tically between 0:85 and 15 metre. The height of the eyes over 
the floor of a sitting adult ametrope is on the average 125 metre, 
but must in each case be measured with an American stiff steel 
ribbon, divided in centimetres and English inches (may be had in 
the length of 2 metres, rolled up in a metal capsule; the upper 
40 centimetres are broken off—see Fig. 4 to right). The electrical 
lamp of 75 Watt with milk glass globe is now not included in the ' 
metal cylinder with the “‘iris-diaphragm;” the lamp is now 
placed immediately behind the 5 mm. wide central ‘‘light-opening”’ 


in the Kin. S disc (Fig. 4). 
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Fic. 2. Fic, 3. 


Figs. 2 and 3 are representing the Kin. S. - disc in 1/5 linear diminution. 
The white meridian pointer is now only 5 mm. broad and projects from a 
rotating black disc, 2’5 cm, in diameter ; in the centre of this black disc the 
5 mm. wide “‘ light-opening”’ is seen as a white spot. The peripheral gradu- 
ation in the upper half of the disc for every 5th meridian is the identical 
(Amsterdam, 1929) and subjective, while the same graduation in the trial 
frame is seen from the front. The deepened meridian marks are filled with 
‘* white ink’’ (a cretaceous emulsion) in order to be distinctly seen by 
the reader in Fig. 2 and Fig. 3. At the distance of 5 or 6 metres the 
white numbers and marks are hardly seen by eyes with normal visual 
acuity. But this ‘‘ white ink’’ may—if you like—be washed away with 
cold water as in Fig. 4, where the disc from Fig. 2 is seen in half profile. 
Then the meridian graduation is black and can only be seen by the oculist 
at close quarters, when he sets the meridian pointer in prolongation of the 
‘‘light-line’’’ indicating the strong refracting principal meridian in astig- 
matism; this is in Fig. 2, the vertical one (90°) and in Fig. 3, 135°, the 
feeble refracting principal meridians being respectively 180° and 45°. 


The isolated *‘ Kin. S. —disc’’ may be‘had for Kr. 30 from M. Gallus, 
Pilestredet 8, in Oslo (Norway). 


The ‘‘Kin. S-disc’’ (Fig: 2 and Fig. 3) is suspended by means 
of the rectangular opening upwards on the upper horizontal iron 
arm of the floor lamp (Fig. 4) in such position that the central 
“‘light-opening”’ is in immediate contact with the centre of the 
milk glass bulb of the 75 Watt electric lamp. For a sitting child 
this ‘‘light-opening’’ must be lowered to about 0:85 metre and for 
a tall patient raised to about 15 metre. If this is neglected, 
the oblique fixation through spherical lenses by myopes or hyper- 
metropes simulates a non-existing astigmatism—and gives 
wrong results in a real astigmatism. 
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Fiac. 4. 


Floor lamp stand and attached Kin. S. -disc in 1/10 linear diminu- 
tion, with cable, 75 Watt electric lamp (220 volt alternating current) 
with milk-glass bulb; the central ‘‘light-opening'’ (5 mm.) may be 
moved vertically between 0°85 and 1°50 metre over the floor. 

This complete Kin. S. -lamp may be had for Kr. 60 from M. Gallus, 
Pilestredet 8, in Oslo (Norway). 
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In astigmatism under 1:0 D.—besides the constantly used 
objective methods—the subjective determination of the direction 
of the principal meridians can be made in the usual way with the 
black radiating lines in the astigmatic fan—and_ the refraction of 
each of the two principal meridians then be determined with the 
needle (Fig. 1) for Kin. S. 

In astigmatism of 10 D. or more I have long ago ceased to 
use the 2 mm. red glass rod in a disc as meridian: searcher (Lit. 3, 
Fig. 6); it was excellent for an astigmatic oculist himself—but the 
sharp centreing in front of a patient’s pupil was too cumbersome 
(Lit. 8, p. 2). 

Here I found that the strong ‘‘light-point’’ permitted a rapid 
determination of the exact direction of the two principal meridians 
in the following way: After correction of the less refracting 
principal meridian by a spherical lens, the ‘‘light-point”’ is trans- 
formed into a sharp lighting line, whose direction—prolongated 
with the white meridian pointer (Fig. 2 and Fig. 3)— indicates 
the strong refracting principal meridian; the less refracting one 
is 99° distant. If the white meridian pointer is set a little to left 
or right for the prolongation of light line—then this line is going 
obliquely in relation to the pointer. I can demonstrate this imme- 
diately to my colleagues, who have emmetropic eyes or your far 
distance correcting glasses with you: you hold this Cyl. +30 D. 
lens with the axis horizontally before your eye; the effect is 
myopic astigmatism with the vertical light-line going in line with 
the pointer (Fig. 2)-—but by moving the axis ever so little you will 
see the light-line to the right or to the left of the pointer, and 
obliquely in relation to the direction of the pointer. 

I advise oculists to get the complete ‘‘Kin. S-lamp”’ 
(Fig. 4) with the strong central ‘‘light-point’’ for three reasons : 

1. In ametropes you can without dark-room in full daylight 
rapidly decide as to the evidence of myopia, hypermetropia or 
mixed astigmatism. 

2. In astigmatism of 10D. or more you can—after exact cor- 
rection of the less refracting principal meridian with a spherical 
lens—make a rapid and exact determination of the direction of the 
strong refracting principal meridian; and consequently also of 
the 90° distant less refracting principal meridian. 

3. This ‘‘Kin. S’’ method gives a valuable control and 
eventually correction of all in the ordinary way objectively and 
subjectively determined ametropias, both without and especially 
with astigmatism. 
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I have repeatedly by this ‘‘Kin. S’’ method proved the sharp- 
ness of 0:12 D. sph. and cyl. up to + 1:0 D.—but I do not prescribe 
these weak lenses, which are not sold in Norway. 
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A RATIONALIZED MIRACLE IN MEDIAEVAL 
ENGLAND 


BY 
W. J. RUTHERFURD, M.C., M.D.Glasg. 


MANCHESTER 


THE first 42 leaves of the Bodleian MS. 859 contain a contem- 
porary copy of a collection of letters made between the years 
1381 and 1406 or thereby, by Gilbert Stone, canon of Wells. 
Dr. E. F. Jacob, the Professor of Mediaeval History in Man- 
chester University, discussed this collection in the Bulletin of the 
John Rylands Library for July, 1983 (Vol. XVII, No. 2), and his 
article contains the following story of mediaeval superstition asso- 
ciated with .quasi-miraculous healing of a case of eye disease. 
Gilbert Stone was registrar to Ralph Erghum, Bishop of 
Salisbury, and wrote on behalf of the latter ‘“‘to the Bishop of 
Lincoln urging him to take steps ‘against those committing 
idolatry at the new well near Bustlesham’ (Bisham).* Certain 
persons, ‘blinded by the phantasy of diabolical deceit’ had been 
worshipping the well and paying profane and heathen devotion 





- *In Berkshire ; on the south bank of the Thames west of Maidenhead. 
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to a bird’s nest hard by. .The passage had best be left in its 
original form :— 


Et pro eo quod, ut dicitur, in eodem fonte, iuxta quem in 
quodam arbore insuper nidificans quedam duis manibus 
hominum in nido suo tacta illorum, ut asseritur, non recessit, 
ymmo quia (sic) domestica et satis domita in nido reposita 
pacifice requievit, lippus quidam vir fantasticus, suos nuper 
lauans oculos defluentes estu feruido autumpnali* adustos et 
potu superfluo plus solito humectantes, oculorum suorum lippi- 
tudines frigore aquatico naturaliter operante refrigescere 
-senciebat, hoc nunc reputat pro miraculo multorum erronie 
credentium ceca lenitas scandalizans ; unde modernis tempo- 
ribus ad fontem eundem tanquam ad locum sanctissimum 
multi confluunt, et ibidem offerunt et adorant. Quorum 
quidam in nidum dicte auis, vile gizofilacium suis et pullorum 
suorum stercoribus maculatum, es iactant, et nephanda manu 
prophanas oblaciones turpissima deuotione reponunt, in 
sancte matris ecclesie scandalum, fidei catholice preudicium, 
perniciosum exemplum plurimorum, ac ipsorum sic ut pre- 
mittitur ydolatrantium grave periculum animarum. 


The bishop had the well sealed up, but it was no good: the 
wretched people of Wycombe and Marlow+ opened it again, and 
in spite of Erghum’s warnings and express prohibitions continued 
their worship; he therefore requests his brother of Lincoln to 
have the penalties incurred by such conduct duly proclaimed in 
the churches (Jacob, [bid., pp. 288-9). 

I am not as convinced as is Professor Jacob that these 14th 
century peasants had been worshipping or paying devotion to the 
bird’s nest. They seem to have been using it as an offertory, its 
Situation in the tree beside the well suggesting such a use. It 
was to. the well that the, people had gone tanquam ad locum 
sanctissimum, and they. left their. pence in the nest in the same 
way as they were accustomed to leave their offerings when they 
went either to church or to some place of authorized pilgrimage 
and acknowledged sanctity. 





* What bird is it that nests in a tree during the heat of autumn within sight and 
reach of passers by? If the nest had been inthe church tower or in a hole in a 
wall one might have’ thought of a domestic pigeon, as it will rear one brood after 
another right through the season; but it would hardly nest ina tree. One must 
think of some bird rearing a second brood late in the season, probably a thrush or 
a blackbird. 

+ In Buckinghamshire; both places being north of the river, and so in the 
diocese of the other bishop who was being asked to take action in the matter. 
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MYOPIA AND NEARWORK 


BY 
HERMANN LIPSCHUTZ 


LONDON 


THE question why near work should assist the development of 
myopia is not yet satisfactorily answered though the fact is not 
denied by many ophthalmic surgeons. It is a common experience 
to see short-sightedness progressing more slowly in a young man 
who does not require much near vision for his work than in a 
pupil or young student. Even believers in Steiger’s teachings 
who do not attribute a considerable influence to external factors 
are often found to be reluctant to allow much near work in 
progressive myopia. 

Most theories produced to explain the bad influence of near 
work have been refuted, e.g., those which allege the pressure 
exercised by the horizontal muscles in convergence and have 
induced useless tenotomies or those which consider the ciliary 
muscle to be overstrained and ask for equally useless atropine 
instillation. 

The following arguments are based on the observation that the 
intra-ocular pressure is often raised above the level in the upright 
posture when the head is forcibly bent forwards in the neck. The 
patient sitting on a high chair and his head being bent down, the 
surgeon using an ophthalmoscope from beneath will often observe 
a retinal venous pulsation which was present in the upright posi- 
tion to become smaller or to cease altogether. Sometimes, a 
venous pulsation becomes apparent in the stooping posture which 
could not be seen before. Often no change can be seen after 
the change of posture. In bending the head forwards the 
venous outflow from the eye will be largely transmitted from the 
cavernous sinus and the pterygoid plexus to the angular and 
facial vein. lf this anterior way of drainage becomes insufficient— 
a sharp forwards bending of the neck allied with the pressure of 
a narrow collar against the jugular veins will not fail to produce 
this effect—the venous exit pressure in the eye and consequently 
the intra-ocular pressure will rise. 

At the same time the orbital veins will become engorged and 
the pressure of the orbital tissue will increase. This rise of pres- 
sure in the orbit is not only dependent on the grade of development 
of the orbital veins and on the amount of obstruction in the 
anterior venous drainage. . All the forces which prevent a bulging 
forwards of the orbital fat such as lids, septum orbitale and the 
attachments of the eyeball will co-operate to increase the intra- 
orbital pressure. 
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If the increase in the orbital veins exceeds the increase of 
the intra-ocular pressure the collapse of the central vein during 
the arterial systole will become smaller or nil. Rarely the increase 
of the intra-ocular pressure prevails and a venous pulse which 
was not seen in the erect attitude becomes visible. There will be 
no change in the pulsation when the ocular and the orbital pressure 
increase at the same rate. 

At any rate, in the bent forwards position of the head the pos- 
terior calotte of the eyeball will be exposed to increased pressure 
both on the orbital and on its ocular aspect. That explains why 
the posterior calotte of the eye and only the posterior one may 
undergo pressure atrophy. As bilateral pressure is specially 
disastrous to elastic fibres, these elements of the sclerotic may 
suffer first and make the posterior portion of this coat unable to 
fulfil its function in withstanding the intra-ocular pressure. The 
bulging backwards of these parts will be the result. 
~ Only eyes which have a myopic disposition and in which the 
collagenous fibres of the sclerotic have not been hardened by age 
will be liable to suffer by near work. The myopic disposition may 
be due to a weakness of the elastic fibres of the sclerotic combined 
with a deficient anterior venous drainage of the eye. 

P.S. This paper deals with the congestion of the venous out- 
flow from eye and orbit in the stooping posture. It can be assumed 
that the postural change in the arterial afflux does not play an 
important réle. In lowering the head, there will be only a very 
transient increase of the haemostatic pressure in the internal 
carotid and its branches as a rise of the pressure in the carotid 
sinus is answered by a dilatation of the arterioles of the rest of 
the body. The result is a diminished inflow into the internal 
carotid, compensating orf overcompensating the initial rise of the 
ptfessure. On the other hand, a direct compression of the carotid 
sinus may occur in bending the neck. This will increase the 
venous congestion in a much higher degree than throttle down 
the arterial flow or cause a response to the stimulation of the 
carotid sinus. The writer has seen a case of intermittent exoph- 
thalmos in which the exophthalmos readily came on in the bent 
position of the head and was much enhanced by pressing on the 
region of the carotid bifurcation. 
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AMETROPIA AND SEX 


BY 


J. A. WILSON 


CAMBUSLANG, GLASGOW 


In Lanarkshire during a period of eight years over 22,000 school 
children with defective vision were sent to the various treatment 
centres. Of these children 57-9 per cent. were girls. At one of 
these treatment centres the cases were divided into two groups, 
(1) the hypermetropia group, consisting of cases of hypermetropia 
and cases of hypermetropic astigmatism, and (2) the myopia 
group, consisting of cases of myopia, myopic astigmatism and 
mixed astigmatism. 

They were also arranged in age-groups, (1) under seven years, 
(2) seven. years to ten years inclusive, and (3) eleven to fourteen 

ears. 

Age-group under seven years.—From among the scholars who 
have been examined during the last eight years I have picked out 
all those under seven years of age. This gave me a group of 300 
children and inthis group there are eight cases of hypermetropia 
to one of myopia and the boys and girls are equal in number. 
Among the cases in the hypermetropia group there are some with 
8 D. of hypermetropia and in the myopia group there is one with 
12 D. of myopia. Between these there are many intermediate 
conditions. In the myopia group 12 had low, 8 medium and 15 
high degrees of myopia. There are also 14 cases that may be 
said to be on the border line. 

Most of the work these children get to do in the school is reading 
or observing at a distance of several yards, and in their little 
school-books the type is large. 

School-work, in my opinion, is not responsible for these cases 
of myopia. 

Age-group 7 to 10 years.—In this group there are 46 cases of 
hypermetropia to one of myopia and the percentage of girls is 55. 
These estimates are based on 800 consecutive cases. 

Age-group 11 to 14 years.—In this age-group there are 3 cases 
of hypermetropia to one of myopia and the percentage of girls has 
risen to 59. These estimates are based on 1,260 consecutive cases. 


Quite a large number of people become myopic at and beyond 
puberty and therefore the ultimate percentage of females is 
higher still. 

Conditions in Higher Grade pupils.—During the last eight 


years 94 pupils from Higher Grade schools have been examined. 
Their ages range from 15 to 17 years; 53 were males and 41 
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females. Here the approximation between the hypermetropia and 
myopia groups has now reached parity, for one half of these 
pupils were found to be myopic. These relative proportions 
are striking, but the number of cases is small. The 
results may or may not have some relation to the amount of study 
associated with these higher grade schools. Myopic people are 
often mentally equipped for higher-grade work and their personal 
inclinations frequently lie in the same direction. Thus there may 
be selective influences at work in this group. 

Some years ago I collected 1,500 consecutive cases of myopia 
and investigated their family histories. These were hospital cases 
and were of all ages. The task occupied two years. It was 
observed that where a parent, father or mother, was myopic then 
that parent transmitted myopia to two girls for one bov. This is 
not always obvious in individual families, but it is obvious when 
families are taken collectively. 

These cases are not quite comparable with the school percent- 
ages, but nevertheless the school figures move steadily towards 
this ratio of two girls for one boy. Both sets of figures seem to 
be parts of one and the same process, namely the operation of a 
law of inheritance that does not become fully manifest till we 
reach adult life. 








INVITATION MEETING OF THE BELGIAN 
OPHTHALMOLOGICAL SOCIETY 





Tue Belgian Ophthalmological Society invited a number of guests. 
from adjoining countries to a special Congress during the con- 
tinuance of the great International Exhibition at Brussels this 
year, The meetings were held on the 21st, 22nd and 23rd Septem- 
ber, and among the guests were representatives from France, 
Holland; Spain, Switzerland and Great Britain. The scientific 
business was conducted in the new hospital of Saint-Pierre, which 
from now onwards will replace the old hospital of Saint-Jean as the 
Medical School of the University. 

Dr. M. Danis, who succeeds Prof. Coppez as Professor of 
Ophthalmology in the University of Brussels, presided over the 
meetings and we congratulate him heartily on the equipment of 
his new ophthalmic department at Saint-Pierre. 

On Saturday afternoon (21st) we had two lectures, one by a 
Physician, Dr. Paul Govaerts, Professor of Medicine in the Uni- 
versity, on the physiopathology of kidney inflammations, the 
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second by Dr. Danis himself on the ocular complications: of 
nephritis. In the evening there was‘a reception at the Hotel 
de Ville. : 

On Sunday morning an extremely interesting lecture was given 
by Dr. Jeandelize, of the University of Nancy, on the relations 
of the hypophysis to vision, and also one by Dr. Weekers, of the 
University of Liége, on the treatment of hyper-tension compli- 
cating iridocyclitis. Following these papers there was an official 
lunch, with Professor van Duyse in the Chair. 

On the Monday morning there was an official visit to the picture 

gallery in the International Exhibition, and visitors were con- 
ducted round it by the Secretary of the Art Collection. After 
lunch we saw other sections of the wonderful Exhibition, which 
is so very well worth a visit. 
~ We offer our very hearty thanks to our Belgian friends for 
having made our visit so extremely pleasant and for the great 
hospitality displayed to us. Our only regret is that so few mem- 
bers of the Ophthalmological Society of Great Britain availed 
themselves of the opportunity of going over as the guests of the 
Belgian Ophthalmological Society and of seeing their great 
Exhibition. 








ABSTRACTS 


od 


I.—CONJUNCTIVA AND CORNEA 





(1) Michaelson, I. Chesar (Glasgow).—Conjunctivitis ; a clinical 
and bacteriological investigation. Glasgow Med. Jl., April, 
1935. 

(1) Michaelson’s article is more bacteriological than clinical. 
In all cases cultures were made from the 433 cases examined; in 
97 cases direct examination of the smear was done as well. Only 
the conclusions can be given here. (I). The great variation that 
exists between the bacteriology of conjunctivitis in Glasgow and 
other parts of the globe. (I1) The importance of using cultures 
in the bacteriological examination of the conjunctiva. (IIT) The 
pneumococcus, when found in the conjunctiva, is nearly always 
Group 4. (typed by Dr. Robert Cruikshank of the Glasgow Royal 
Infirmary). (IV) The rareness of pure Koch-Weeks infection 
among adults. (V) The association between dental disease and 
conjunctivitis due to the streptococcus and the staphylococcus 
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albus haemolyticus. (VI) The frequency of Morax bacillus infec- 
tion in childhood. (VII) The frequency with which the non- 
haemolytic staphylococcus is associated with corneal complications. 
(VIII) The serious chronicity of lid affections following an attack 
of measles. There are twenty-three bibliographical references. 


ERNEST THOMSON. 


(2) de Villiers, H. (Pretoria).—Xerophthalmia and its treatment. 
A new indication for a central tarsorrhaphy. South African 
Med. Jl., Vol. 1X, January, 1935. 

(2) de Villiers discusses the clinical aspects and pathology of 
certain ocular disorders caused by a deficiency or absence of 
vitamin A in the diet. A brief survey of historical and geogra- 
phicai facts concerning the occurrence of xerophthalmia, night- 
blindness and keratomalacia is given. The author has made 
observations on a number of cases of xerophthalmia in India and 
comments on the fact that the conjunctiva clears up well with 
suitable diet containing vitamin A in the necessary amount but 
that the cornea responds in a less satisfactory manner. For those 
cases in which the cornea is affected he advises central tarsorrhaphy 
besides dietetic treatment. Although the number of cases thus 
treated is at present too small for statistical purposes the author 
maintains that the results are sufficiently encouraging for the oper- 
ation to be recommended as an adjunct to the medical treatment. 


H. B. STALvarD. 


(3) Puscariu and Lazarescu (lassy, Roumania).—Eczematous 
kerato-conjunctivitis. (Considerazioni sulla cherato con- 
giuntivite eczematosa nella clinica oftalmologica di Iassy). 
Boll. d’Ocul., April, 1935. 

(3) Asa result of the examination of a large number of cases 
in this clinic, Puscariu and Lazarescu conclude that there is a 
definite connection between this disease and tuberculous manifesta- 
tions elsewhere ; pulmonary tubercle is much less frequently found 
in this relation, than glandular. The authors conclude that there 
is an ultra-virus of tubercle which causes so-called eczematous 


kerato-conjunctivitis. 
HAROLD GRIMSDALE. 


(4) Papagno (Genoa).— Treatment ot phlyctenular kerato- 
conjunctivitis by a combination of vitamins. (Sulla terapia 
polivitaminica della cheratocongiuntivite flittenulare). Ann. 
di Ottal., April, 1935. 

(4) It is generally agreed that phlyctenular keratitis is due to 
some general disturbance of a toxic nature, though the exact cause 
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is not known. Probably some form of tuberculosis is at the root . 
of the trouble, but there must also be an exciting external cause 
and this is probably the accidental arrival of some pathogenic 
micro-organism in the conjunctival sac. At the same time there 
is often some vitamin deficiency, which may be unrecognized. 
Papagno thinks that this may have a considerable importance, 
and has treated a series of cases.of this disease in infants, by the 
administration of a combination of vitamins. He claims to have 
had success by this means. 


HAROLD GRIMSDALE. 


(5) Colomba (Padua).—Is phlyctenular keratitis an allergic 
manifestation of tuberculosis. (Lostato allergico tubercolare 
o la cherato-congiuntivite cosidetta flittenulare). Ann. di 
Ottal., June, 1935. 


(5) The nature of phlyctenular keratitis is still a matter of 
discussion, but it emerges from the mass of writings that the 
general opinion holds it to be a manifestation of tubercle. Culomba 
has examined 31 patients in various ways and finds in 30 the 
intra-dermal reaction to tuberculin to be positive. Radiographs 
showed the presence of tuberculous lesions in 24 patients, of whom 
7 showed active tubercle. 

Seven of the patients showed deviation of the complement for 
tuberculin, and six showed the presence of tubercular antigens 
in the urine. The author discusses the relation of scrofula to 
tuberculosis and agrees that scrofula seems to confer a partial 
immunity which to some extent protects the sufferer against further 
infection. 


HAROLD GRIMSDALE. 


(€) Rycroft, B. W. and Handelsman, G. (London).—Corneal 
grafts. Brit. Med. jl., May 4, 1935. 


(6) After a short review of corneal grafting, Rycroft and 
Handelsman describe a case recently successful in their hands. 

The patient’s only eye had long been grossly damaged by 
kerato-iritis with vision limited to the perception of light. The 
graft was cut by the trephine, shelving of edge and a little smaller 
than its bed in the recipient cornea, and was secured in position 
by the simple method of a complete conjunctival flap carrying a 
silk purse-string suture so arranged as to close the aperture 
eccentrically on tightening. No corneal stitches were employed. 
After three days there was intense conjunctival engorgement, but 
no pain. At this stage the graft, as seen, appeared opaque, but 
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was clear at the end of one ‘week and’ remained so. The centre 
‘of the graft had corresponded well with that of the pupil and in 
spite of the limitation of-field produced by the slightly excessive 
shelving of the graft edge, useful vision was soon obtained, and 
three months after operation was recorded as 6/24 and J. 6. 


R. C. DAVENPORT. 








IIl.—TRACHOMA 


(1) Stewart, F. H. (Egypt).— Recent advances in trachoma. 
Brit. Med. Jl., p. 1,261, June 22, 1935. 


(1) This is a paper read at the Egyptian Branch of the British 
Medical Association at Cairo, April 25, 1935. Its matter, in part, 
has already been referred to in an abstract, (which appeared in 
the July number of the Brit. Jl. of Ophihal.), of important papers 
by Stewart which were published in the Eighth Annual Report 
of the Giza Memorial Ophthalmic Laboratory, 1933. 

In his experimental work the author had to find an animal 
which would be constantly susceptible to trachoma inoculations. 
The Barbary apes (Simia sylvanus, syn. Macacus inuus, Magot 
Algerien), which inhabit Morocco, Algeria and Gibraltar, are com- 
pletely resistent to Egyptian trachoma, though they were 
recommended for this purpose by the Pasteur Institute of Tunis. 
However he found that certain other animals reacted in every case, 
these were the Yellow baboon (Papio cynocephalus from East and 
South-East Africa), the Sacred or Hamadryad baboon (Papio 
hamadryas from Abyssinia and Southern Arabia), and the Grivet 
(Lasiopyga griseoviridis, syn. Cercopithecus aethiops, German 
Meerkatze, from the Sudan and Northern Abyssinia). 

In these animals experimental trachoma consists in an outbreak 
of follicles covering the whole upper retro-tarsal conjunctiva, 
appearing 20 to 30 days after inoculation, and persisting for long 
periods. 

After an examination of 300 cases of trachoma, in which con- 
junctival scrapings were stained with Giemsa and searched for 
Halberstaedter-Prowaczek K6rperchen (H. P. K.), it was found 
that these were only found in trachoma complicated by a bacterial 
infection (especially Koch-Weeks and gonococcus). 

The author considers that the ‘‘initial bodies,’’ described by 
Lindner, are bacteria phagocytosed by epithelial cells; and that 
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TRACHOMA 





‘‘elementary granules’ appear in 





as the bacteria are digested 
their place. 

In infected monkeys H. P. K. and elementary granules are only 
occasionally present. 

After passing suspensions of virulent trachoma secretion 
through Berkefeld V candles, or gradocol membranes of 0-6 and 
0-7u a.p.d., the filtrate is not infective, although it may contain 
elementary granules. 

The author is therefore led to the hypothesis that the granular 
virus of trachoma is introduced into the conjunctiva in the bodies 
of bacteria of several species, the Koch-Weeks bacillus and the 
gonococcus being the most important in Egypt. These bacteria 
acting as intermediate hosts are phagocytosed to form H. P. K., 
which are the ports of entry for the elementary granules of the 
virus. The latter are liberated by the bursting of the inclusions, 
and are dispersed through the conjunctiva. They are then no 
longer recognizable. 

If the author’s hypothesis, described in the last paragraph, is 
not true he suggests two alternatives. One is that the elementary 
granules are unable to pass the filter in an infective condition, for 
they are described as surrounded by a clear space in Giemsa 
preparations, which may represent a capsule, greatly increasing 
their size so as to render them unfilterable. The other alternative 
is that the elementary granules play no part in the causation of 
trachoma. 

A. F. MACCALLAN. 


(2) Favaloro (Catania)—Further research on contagion and 
immunity intrachoma. (Ulteriori ricerche sulla contagiosita, 
immunita, reinfezione nel tracoma). Rass. Ital. d’Ottal., May- 
June, 1934. : 

(2) It is not certain to what degree trachoma is contagious; 
though clinical knowledge would seem to prove its contagious 
nature without doubt, yet so many attempted infections have 
failed, that certain surgeons are inclined to deny its infectiveness. 

Favaioro has no doubt that the disease is contagious but has 
failed in a number of cases to reproduce it experimentally. He has 
no doubt that either many people are immune to the disease, (and 
this would appear to be shown by the fact that certain members of 
a family escape though the rest may be subjects of the disease), 
or that there is a real attenuation of the virus such as is known to 
have come about in other diseases. 

Whether the disease confers immunity against a second infec- 
tion is not clear; the author thinks that it does. When we recall 
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the cases of abortive trachoma described by many authors, it 
may be that the supposed congenital immunity is really an acquired 
immunity from a previous attack in infancy. There is little doubt 
that the more serious effects of trachoma are in most cases due to 
a secondary infection by some other virus, e.g., pneumococcus, 
superimposed on the original. 

HAROLD GRIMSDALE. 


(3) Charlin, C. (Santiago).—Hidden trachoma. (El Tracoma 
Oculto). Arch. de Oftal., Vol. XXXIV, p. 584, November, 
1934. 


(3) Charlin says that although in its later stages trachoma 
is easy to diagnose, on account of its characteristic signs, in the 
early stages the difficulties of diagnosis are many, especially when 
it is combined with some other conjunctival infection. He has 
noticed, however, that cases of trachoma always respond very 
badly to the usual treatments that are given to conjunctivitis but 
respond well to copper. On the other hand, simple conjunctivitis 
respond well to the usual lotions and drops. 

In some cases, although nothing abnormal can be seen with 
the loupe, careful examination with the corneal microscope will 
show the presence of trachomatous changes in the lids, and pannus. 
This benign type of trachoma can, however, become active and 
may have severe corneal complications. Latent trachoma, occurr- 
ing in children of trachomatous parents in countries such as 
Egypt, has been noted. According to Morax only 30 per cent. of 
these children have lid or corneal complications and this type of 
trachoma cures itself. Meyerhof estimated that in Egypt 30 per 
cent. of trachoma cases underwent a spontaneous cure and in most 
the scars could only be discovered by examination with a loupe. 
_ The author believes that a similar type of trachoma occurs 
frequently in adults and presents the same characteristics as those 
observed in the Egyptian children. He also suggests that the per- 
centages given by Meyerhof would have been much larger if the 
cases had been examined with the slit-lamp. In one of the cases 
recorded by the author there was ptosis, entropion, and trichiasis, 
but the scarring was seen only with the slit-lamp. Another case 
had a typical trachoma which responded to treatment ; it left no 
macroscopical signs but the slit-lamp revealed scarring of the lids 
and some pannus. 

The author says he has found this ‘‘hidden tiachonna” in eyes 
without any subjective symptoms, in cases of chronic relapsing 
conjunctivitis and in cases of chronic blepharitis. 


E. E. Cass. 





LENS 


III.—LENS 


(1) Salit and O’Brien, C. S. (Iowa City).—Cholesterol content 
of cataractous human lenses. Arch. of Ophthal., February, 
1935. 


(1) Salit and O’Brien have carried out a series of careful esti- 
mations of the cholesterol content of 104 cataractous lenses 
removed by the intra-capsular method and on the normal lenses 
of a 16 year old girl and an 86 year old man. The result of their 
investigations is that although the cholesterol content of the lens 
increases with age—there is 100 per cent. difference between the 
girl of 16 and the man of 86—there is no appreciable difference in 
the cholesterol content of a cataractous and non-cataractous lens of 
the same individual. 

F. A. W-N. 


(2) Smaltino (Naples).—Glutathione in the lenses in avitaminosis 
C. (Sul comportamento del glutatione nel cristallino delle 
cavie in avitaminosis). Boll. d’Ocul., July, 1935. 


(2) Smaltino has investigated the lenses of guinea pigs fed 
on a diet deficient in antiscorbutics. He finds that the ascorbic 
acid disappears rapidly, glutathione remains constant or even 
increases in amount. Thus the internal respiration of the lens is 
maintained. He thinks it probable that in this way, the develop- 
ment of cataract in such animals, is prevented. 


HAROLD -GRIMSDALE. 


(3) Bietti (Naples).—Further experiments on the effect on the 
lens of diets deficient in vitamin C and cystine. (Ulteriori 
ricerche intorno all’azione sul cristallino di regimi carenzati 
di vitamina C e di cistine). Boll. d’Ocul., July, 1935. 


(3) Bietti has shown the progressive diminution of ascorbic 
acid (vitamin C) in the aqueous and the lens, in conditions likely 
to produce experimental cataract and in senile human cataract. 
Clinical experience has not shown any development of cataract 
in cases of scurvy, nor in animals fed on a diet likely to produce 
this disease. It is possible that the experimental animals did not 
live long enough for cataract to develop, and to prolong their life, 
the author has given small doses of vitamin C. But even in these 
animals no cataract has been seen. 

He then, in a second series of experiments adopted a diet which 
not only was deficient in ascorbic acid but also in cystine. The 
idea was to see if the glutathione and similar bodies were able to re- 
place ascorbic acid in the internal respiration of the lens; and if 
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their reduction would cause cataract to develop. In some of the 
animals some small opacities of the lens were seen before death. 
The results do not prove that the loss of vitamin C from the lens 
is the cause of cataract—it may be only a secondary result of the 
cataract—but it seems probable that the alteration of internal 
respiration from the diminution of these and other similar sub- 
stances, is connected with the development of opacity. 


HAROLD GRIMSDALE. 








IV.—MEDICAL OPHTHALMOLOGY 





(1) Bellavia (Palermo).—The eye in diabetes. (Occhioe diabete). 
Rass. Ital. d’Ottal., May-June, 1935. 

(1) The greater part of this paper is given up to the discussion 
of the changes in the lens and in the refraction of the eye in 
diabetes; Bellavia notices that ‘‘the existence of a true diabetic 
. cataract, which was generally accepted during the past century, 

has been made doubtful by recent researchers.’’ It is certainly 
true that many so-called diabetic cataracts in old people, are 
better considered as senile cataract in diabetic patients, but there 
can be little doubt that the rapidly developing cataract which one 
occasionally sees in young diabetics, when the lens may become 
totally opaque and mature within the course of a few days or 
weeks, is really the result of part of the general condition which 
occasions the glycosuria. (In the Trans. Ophthal. Soc. U.K. 
for 1920 Mr. James published notes on a small group of these 
cases). 

Changes in the static refraction of the eye are not very uncom- 
mon in the course of diabetes, and the variation may be either 
in the direction of increasing the refractive power (with 
consequent myopia) or diminishing it (with consequent hyper- 
metropia). These changes are often variable with the amount 
of sugar. It is difficult to account for them; many theories have 
been enunciated but none is convincing; spasm of the accom- 
modation has been invoked to account for the acquired myopia, 
-but it has been shown that the myopia persists after the use of 
atropine; on the other hand, spasm could not account for the 
acquired hypermetropia, and for this paresis of the accommoda- 
tion has been suggested. It seems most probable that the myopic 
change represents some alteration of the lens; whether the hyper- 
metropia is due, as the author thinks, to some disturbance of the 
ciliary muscle, is more doubtful. . 
HAROLD GRIMSDALE. 
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(2) Gabardi (Bologna).—Occlusion of the central artery of the 
retina. (Sull’occlusione dell’arteria centrale della retina). 
Rass. Ital. d’Ottal., May-June, 1935. 

(2) Although many writers speak about ‘‘embolism of the central 
artery’’ it is well known that occlusion is only rarely due to this 
and is much more commonly due to endarteritis, or spasm. 
Gabardi reports several cases of occlusion from various causes 
and discusses the possibility of differential diagnosis. Certain 
signs of arterial disease of the retinal vessels are generally known ; 
and when these are seen, the occlusion of a branch of the artery 
may with considerable probability, be ascribed to disease of the 
vessel and not to an embolus but at present it is not possible to 
diagnose accurately in every case, what is the cause of the obstruc- 
tion to the circulation. It is only by the accurate observation and 
record of: such cases that we may be able in the future to make 
a differential diagnosis. 

HAROLD GRIMSDALE. 


(3) Campbell Orr, H. and Hilton Young, J. (Wolverhampton).— 
Acetylcholine in embolism of the central retinal artery. 
Brit. Med. Jl., June 1, 1935. 

(3) Campbell Orr and Hilton Young give the case histories 
of two patients to whom acetylcholine was administered by sub- 
conjunctival injection for obstruction of the central retinal artery. 

The first was a man 67 years of age who gave a history of 
repeated attacks of visual field loss in his left eye over a period 
of two weeks. He showed well marked sclerosis of the retinal 
arterial system, and while under examination had an attack of 
arterial spasm in the left eye. He was at once given 3 minims 
of acetylcholine (B. D. H.) beneath the temporal conjunctiva of 
each eye. There was an immediate and considerable increase in 
the size of all the retinal vessels, and the field of vision returned 
completely. No further attacks of loss of visual field had occurred 
after a period of some months. 

The second case was that of a man 26 years of age who showed 
no defect in. his circulatory, respiratory or nervous systems. 
Twelve hours previous to being seen he had noticed a defect in 
the upper nasal field of vision of his right eye. The optic disc 
of this eye showed inferior temporal pallor, and the inferior tem- 
poral branch of the artery was seen to be blocked by a blackish 
mass at a point some five disc diameters along its course. There 
was an appearance of local oedema, but the remainder of the 
fundus was normal. Visual acuity was 6/18, and there was a 
defect in the upper nasal field of vision. He was immediately 
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given 8 minims of acetylcholine by two injections beneath the 
lower temporal and lower nasal coniunctiva. Ten minutes after 
injection, all the fundus vessels were seen to be greatly enlarged, 
and two and a half ‘hours later the embolus had moved to the next 
arterial junction. At this time a further 5 minims of acetylcholine 
were injected. Some pain was complained of. The following day 
visual acuity was 6/4, but the field of vision remained a little 
defective. There was some retinal pallor in the region of the 
affected artery, but the arteries were sti)l dilated. After four days 
the visual field was fully restored and central acuity was 6/4. 
There were no symptoms of collapse, the effect being loca) and 
causing no dilatation of the retinal vessels of the other eye. 


R. C. DAveENporT. 


(4) Traquair, H. M, (Edinburgh).—Tobacco amblyopia. Lancet, 
May 11, 1935. 


(4) Traquair, as reported in the Lancet, remarks that most of 
the toxins which cause central visual defects also cause peripheral 
neuritis; but tobacco is an exception. Only the visual elements 
distal to the chiasma are susceptible. He employs Bjerrum’s test 
card, grey letters on a grey background, to demonstrate the defect 
which it does more easily than the ordinary card. The amount 
of tobacco consumed, presumably chewing is included but it is 
not so stated in the report, varies from half an ounce to nine 
ounces. The kind of tobacco is not stated, and here again we 
must presumably blame the reporter, for it is stated that the 
smallest quantity of cigarettes which produced the symptoms was 
70 per week; and black twist of heavy tobacco is in the opinion 
of the reviewer at one end of the scale and cigafettes at the other. 


Ernest THOMSON. 


(5) Tristaino (Palermo)—The oculo-cardiac reflex in general 
paralysis and in tabes dorsalis. (Il riflesso oculo-cardiaco 
in ammalati di paralisi progressiva e di tabe dorsale). 
Lett. Oftal., October, 1934. 


(5) As a result of the examination of a number of cases, 
Tristaino concludes that the oculo-cardiac reflex is of no value 
as a pathognomonic sign in genera) paralysis of the insane, since, 
though often absent in the early stages, it is generally present 
in the later. The Argyll Robertson pupil on the other hand, is 
practically always to be found; there is therefore no connection 
between the two. In tabes the oculo-cardiac reflex is wanting 
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in half the cases examined by the author, (but as there were only 
four, this cannot be taken as a certain proportion). 


HAROLD GRIMSDALE. 











(6) Prati (Turin).—A case of tabetic optic atrophy treated by 
induced pyrexia with great improvement. (Su di un caso 
di atrofia ottica luetica trattato con la pireto-terapia. Forte 
e stabile miglioramento). Rev. Oto.-Neuro. Ottal., April-May, 
1935. 

(6) Tabetic optic atrophy is so hopeless a condition that any 
treatment which holds out hopes of success is desirable. Since 
1928 several authors have published cases in which good followed 
this form of treatment. In Prati’s case the vision was failing 
rapidly, and the patient had been obliged to give up his work. 
By injections of a preparation of sulphur, the author provoked 
repeated attacks of pyrexia, reaching in some 41° C.; twelve 
attacks were provoked at intervals of three days and these were 
followed by a course of bismuth and mercury: great improvement 
followed, so that the patient was able to resume his work, Three 
years after the vision still remained good. 












HAROLD GRIMSDALE. 
(7) Adler, F. H. (Philadelphia).—Apparent optic atrophy with 


recovery of normal central visual acuity. Arch. of Ophthal., 
June, 1934. 

(7) Adler's case was that of a man 38 years of age who had 
tabetic optic atrophy. Nine months previously he had received 
a series of six injections of tryparsamide and half-way through 
the course had noticed blurring of the right eye. When seen by 
the author, vision was reduced to perception of light in each eye, 
the fields were markedly contracted, the discs dead white and the 
arteries reduced in calibre. The pupils reacted sluggishly to light 
and well to convergence. During the course of a year, central 
vision gradually improved up to 6/6 in each eye but the fields 
remained limited to the area round the fixation point and the 
patient had to be Jed about. Electrical treatment with a sinusoidal 
current and strychnine injections were administered during the 
period of improvement but the author is doubtful whether either 
of these measures, was responsible. He states that the course of 
the atrophy was strongly suggestive of its having been produced 
by the arsenical treatment, since the characteristics of the optic 
atrophy following administration of sodium arsenilate are pre- 
servation of the pupil reaction and of central vision, with marked 
contraction of the field and of the arteries. 






















F. A. W-N. 
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(8) Kravitz, Daniel (Brooklyn).— Neuroretinitis associated with 
symptoms of ergot poisoning. Arch. of Ophthal., February, 
1935. 

(8) The first record of ocular complications in ergot poisoning 
was by Meir in 1862 when he gave an account of an epidemic 
which had occurred 10 years earlier and affected 283 people. 
Amblyopia was a fairly frequent sequel and cataract developed 
in 23 cases. The fundus picture is variable, and Kortneff in an 
account of 2,000 cases found the following types of change: dis- 
colouration and oedema, acute hyperaemia, marked pallor of the 
fundus and disc with contraction of the vessels. Ergot poisoning 
may occur in two forms, gangrenous and convulsive. Kravitz's 
case was a mild variety of the former group, and occurred in an 
Italian woman who had been taking two one-grain pills of ergot 
four times a day. On the fifth day she had shooting pains in the 
back of the head and buzzing in the left ear and on the sixth day 
her sight was blurred, becoming progressively worse during the 
next month. On examination the right eye saw 20/200 and the 
left 20/50, the disc margins were indistinct and the surrounding 
retina oedematous. The arteries were somewhat smaller than 
normal. The fields showed marked peripheral contraction and 
there was an absolute central scotoma in each eye. A month later, 
the discs were more atrophic. The paper concludes with an 
interesting review of the history of ergot poisoning. 


F. A. W-N. 


(9) Harris, Wilfred (London).—Vision and its disturbances in 
relation to cerebral lesions. Lancet, May 18, 1935. 

(9) Harris’s Clinical Lecture is most fascinating. It is quite 
impossible to do justice to it in an abstract. Commencing with 
the physiological anatomy of the eyes and cerebral connections 
to the brain in animals, with the decussation or non-decussation 
of the nerves in fishes, the curious action of the eyes in the 
chamelion, the binocular and stereoscopic effect of decussation 
and overlaying of the images on the same portion of the visual 
cortex in the felidae, the primates and man, the author passes on 
to a study of gigantism, acromegaly, pituitary infantilism, cor- 
tical visual centres, word blindness, visual orientation, stereo- 
scopic perception, and so on; all this in language which is 
perfectly plain and yet very difficult to follow, and finishing up 
with one or two illustrative cases. The article occupies some ten 
columns of the Lancet and to digest it all will tax most 


ophthalmologists. 
ERNEST THOMSON. 





~ 
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(10) Espildora-Luque, C. (Santiago).—Ophthalmic Sylvian syn- 
drome. (Monocular blindness and hemiplegia of the opposite 
side). (Sindrome oftdimico-Silviano). (Cequera monocular 
y hemiplegia alfeiras). Arch. de Oftal. Hisp.-Americ., Vol. 
XXXIV, p. 616, November, 1934. 


- (10) Espiidora-Luque records three cases of monocular blind- 
ness accompanied by a hemiplegia of the opposite side of the 
body. The onset of the blindness was sudden, and was preceded 
by an attack of unconsciousness lasting some hours and in one 
case two days. When the paralysis was right-sided it was accom- 
panied by aphasia. Ophthalmoscopic examination showed the 
picture of a complete block of the central artery cof the retina. 
This hemiplegia, except in one case, gradually recovered. In 
the author’s opinion the condition was due to a circulatory change 
caused. by the obstruction in the retinal artery, the affected area 
being in the region of the Sylvian fissure, and that in this region 
the condition was due to spasm and so only transitory changes 
were produced. The obstruction to the retinal artery must have 
been either due to an embolus of valvular origin, endarteritis 
obliterans, or spasm. In the first case there was a syphilitic 
arteritis accompanied by arterial spasm and a high blood pressure. 
The second and third cases had a mitral lesion, congenital in one 
case, and acquired in the other. 

As in the author’s last case the hemiplegia did not clear up 
completely, he thinks that there were two emboli, 7.e., an embolus 
of the retinal artery and one affecting the blood supply in the 
Sylvian region. In support of this theory the patient had a 
pulmonary infarct. The author thinks the unconsciousness was 
due to a central anaemia caused by reflex spasm of the arteries. 
He comments upon the fact that a block of the central artery of 
the retina is fairly common, but as far as he knows no one has 
recorded a.case of the condition he describes. 


E. E. Cass. 


(11) Affleck Greeves, R. (London).—Prognosis in ocular palsy. 
Lancet, May 25, 1935. 

(11) This is one of the signed articles contributed by invita- 
tion. The term ocular palsy means a paralysis or paresis of one 
or more, or of all of the ocular muscles. The chief symptom is 
diplopia, the causes are various. ‘‘From a prognostic standpoint, 
in syphilitic cases the presence of an Argyll Robertson pupil, in 
addition to the muscular weakness, is unfavourable, while a normal 
pupillary reaction augurs successful results from treatment.” The 
palsy of disseminated sclerosis is usually transient because the 
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axis cylinders often escape. Of ocular palsy as a complication of 
arterio-sclerosis and high blood pressure Affleck Greeves says: 
‘Although the prognosis as regards immediate improvement and 
ultimate recovery is good, the outlook as regards life is bad, for 
a cerebral haemorrhage may follow fairly closely on the heels of 
the ocular palsy.’’ Cerebral tumour, as regards the diplopia, may 
be relieved by decompression. 

Ocular palsy may be due to toxic causes. In diphtheria and 
diabetes the prognosis is good; so also in the case of influenza 
and pneumonia. The paralysis of lead and other mineral poisons is 
of good prognosis when the cause has been removed. The paralysis 
of encephalitis lethargica and polio-encephalitis usually clears up. 
Rheumatic paralysis and such like palsies, resembling Bell’s palsy 
give a uniformly good prognosis. When associated with other rarer: 
nervous diseases, and with myasthenia gravis the prognosis is bad. 

The author then discusses relief by local measures of ocular 
palsies, apart from the treatment of the general disease which 
may be their cause. These are in the province of the specialist. 
Finally he remarks, ‘‘Complete paralysis of the third nerve, in- 
volving as it does ptosis and consequent covering of the eye by 
the paralysed lid, is the least worrying form of ocular palsy as 
far as the diplopia is concerned, because the latter symptom is 
abolished by the closure of the lid.” 

ERNEST THOMSON. 


(12) Pavia, J. L. and Victoria, M. (Buenos Aires).— Papilloedema 
and chicken-pox. (Edema de papila y varicela). Rev. 
Oto.-Neuro. Oftal., Vol. X, p. 1, January, 1935. 


(12) Pavia and Victoria say that although as a rule chicken-pox 
is a mild disease it has occasionally severe nervous complications, 
such as, myelitis, encephalitis, and poly-neuritis. Optic neuritis, 
however, is extremely rare and only two cases have been recorded. 
The case that these authors themselves saw was that of a small 
boy 9 years of age. One month previously he had had chicken- 
pox. He had a high temperature for 5 days, frequent vomiting 
and severe headaches. Fifteen days after this attack he returned 
to school and his headmaster then noticed that he could neither 
read nor write. Neurological examination revealed nothing ab- 
normal. The vision, however, was considerably impaired. Vision 
in the right eye—5/10, and in the left eye—6/10. The visual 
fields showed some enlargement of the blind spot and a general 
contraction. On examining the fundi it was found that there 
was a papilloedema in both eyes. There was also some oedema 
of the surrounding retina. 
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On examination of the fundus with red-free light the fovea was 
seen to be normal. X-Rays of the skull showed nothing abnormal. 
The Wassermann reaction was negative. The cerebro-spinal pres- 
sure was 40 but the cerebro-spinal fluid showed no abnormality. 
The child improved after the lumbar puncture, and he was given 
ten intravenous injections of glucose (25 per cent.). 

On examination two months later the right vision was 8/10, 
left vision 9/10. The discs were pale with well defined borders, 
and the vessels were normal, but there was slight oedema in the 
macular region. 

The authors then give an account of the second case of this 
condition that had previously been recorded. They suggest the 
condition is due to a serous meningitis, and mention the fact 
that serous meningitis with an accompanying papilloedema, has 
occurred in many other diseases of children and that an excellent 
result is obtained by treatment with lumbar puncture and hyper- 
tonic injections. 


E. E. Cass. 


(13) Mossa (Cagliari)—Experimental researches on allergic 
reactions of the eyes. (Ricerche sperimentali su reazioni 
oculari di natura allergica). Rass. Ital. d’Ottal., May-June, 
1935. 


(13) Chini recently showed that if heterologous serum was in- 
jected into the cavity of a joint in a rabbit, and followed by the 
intravenous injection of the same serum, the corresponding joint 
of the opposite side showed a reaction as well as the first joint; 
Mossa has tried to produce similar results in the eye, with the 
object of throwing light on the subject of sympathetic ophthalmitis. 

His method was to withdraw the aqueous from one eye of a 
rabbit and to replace it with normal horse serum. This produced 
a mild iritis; fourteen hours later, he gave an intravenous injec- 
tion of the same serum and in a number of cases he observed a 
slight iritis reaction in the other eye. 

He made similar experiments, replacing the first dose of the 
serum by glycerine, egg albumen or other substance, but the 
results were entirely negative. 

In a further series of experiments he replaced the serum by a 
sterile aqueous extract of the uveal tract of rabbit and ox, and 
found that an intravenous injection of this, after the introduction 
of some into the anterior chamber of one eye, was followed by 
severe iritis of the other. 


HAROLD GRIMSDALE. 
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(15) Léwenstein, A. (Prague).—Carotid sympathectomy in the 
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(14) Rossi (Modena).—The permeability of the ocular vessels 
in experimental anaphylaxis. (Pezmeabilta della barriera 
ematooftalmica nell’'anafilassi sperimentale). Lett. Oftal., 
March, 1935. 


(14) Research into the nature of experimental anaphylaxis has 
shown that the basal alterations are to be sought in the condition 
of the blood and blood vessels. There is disturbance of the con- 
tractility of the vessel walls and changes in the colloidal 
equilibrium of the plasma. These changes are temporary only 
and recovery is speedy if the animal survives the first shock. 

Rossi has experimented to see whether in rabbits suffering 
from shock, fluorescein injected subcutaneously or intravenously 
passes more rapidly than normal into the anterior chamber. He 
has found the passage hastened in all cases; at the same time 
the albuminous content and the refractive index of the aqueous 
are slightly increased. 


HAROLD GRIMSDALE. 


treatment of atrophic processes in the retina and optic nerve. 
(Sympathectomie (Leriche-Doppler) an der Carotis zur 
Behandlung von atrophischen Prozessen in der Netzhaut 
und dem Sehnerven.) Arch. f. Ophthal., Vol. CXXXIII, 
p. 636. 


(15) Léwenstein submitted three cases of retinitis pigmentosa, 
the oldest of whom was 33 years of age, to bilateral sympathec- 
tomy, and during the period of observation afterwards he was 
able to note a slight improvement in the vision and fields, suffi- 
ciently good to warrant further trial of this procedure in young 
persons in whom the disease is not too advanced. 

The author also treated four cases of tabetic optic atrophy by 
the same method but without any decided improvement. 

The results obtained by this operation were not so good as 
those published by Magitot; the difference may perhaps be due 
to the fact that his own cases were too advanced. Nevertheless 
he would recommend this form of treatment for both these dis- 
eases, although the prospect of improvement in optic ‘atrophy is 
not so favourable; sympathectomy, he thinks, might well be 
combined with specific treatment. 

The operation might also be considered in cases of macular 
changes in myopia, congenital and familial degeneration at the 
macula, and specific chorioretinitis. 


THOos. SNOWBALL. 
















MISCELLANEOUS 


- V.—MISCELLANEOUS 


(1) Riad, M. (Egypt).—Ocular leprosy in Egypt. Bull. Ophthal. 
Soc. of Egypt, Vol. XXVII, p. 79, 1934. 

(1) In 1930 Riad studied 108 out-patients attending the Leper 
Clinic of Cairo by permission of the authorities and has made an 
interesting report on the ocular complications of the disease. 

Leprosy is a disease of great antiquity and is believed to have 
been prevalent in Egypt as long ago as 1550 B.c. It is a consti- 
tutional disease of chronic character due to invasion by the 
bacillus discovered by Hansen in 1873. The method of infection 
is still unknown, but it seems that the chief factor is the close and 
prolonged contact with infected persons who are discharging the 
bacillus leprae from their bodies. Children and adults whose 
resistance has been lowered by disease or famine seem to be 
especially susceptible to the disease. So enormously do the bacilli 
multiply in the body that there are few diseases which show an 
equal infection. 

The typical leproma shows superficially epithelium, normal in 
every respect except that there are no inter-papillary processes. 
Below the epithelium there is a layer of connective tissue, free from 
bacilli, under which lies the typical lesion, composed of lepra 
cells—large cells containing masses of bacilli—plasma cells and 
connective tissue cells, separated by a very slight amount of fib- 
rillar connective tissue, and containing vessels, whose walls are 
thickened by an infiltration of the adventitia, media and intima 
to such an extent that at times the lumen may be obliterated, while 
the lymphatic spaces are dilated and filled with bacilli surrounded 
by mucus. 

The bacilli may also enter into the nerves and cause a hyper- 
plasia of the connective tissue of the coats and the formation of 
typical leproma cells at first round the vasa nervorum, and later 
in the perineurium and endoneurium. These cells press on the 
nerve fibres, causing a degeneration of the neurilemma, and later 
a disintegration of the arteries and destruction of the nerve fibres, 
which finally results in the nerve being converted into fibrous 
tissue. It is not onlv the peripheral nerves which are affected but 
also the anterior cornua of the spinal cord, producing various 
symptoms. 

The typical lepromatous infiltration may occur not merely in 
the skin, but in the mucosae of the oral cavity and also in the sub- 
mucosae of the intestine. Other organs which are commonly 
infiltrated are the ovaries, testes, kidneys, liver and spleen. 

It is therefore easy to understand that the symptoms of leprosy 
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have been divided into nodular and nerve types, depending on the 
predominant seat of bacillary invasion. 

As an ophthalmic surgeon the author discusses the seats of the 
disease which attracted his notice under the headings, eyebrow, 
cilia and lids: conjunctiva; cornea; and uveal tract. 

Eyebrows, cilia and lids. There is partial anaesthesia of the skin 
of the eyelids, and destruction of the hair follicles. Lagophthalmos 
may be present as the result of nerve changes. Ulceration of the 
skin may occur when leprotic nodules break down. 

Conjunctiva. Anaesthesia of the conjunctiva is usual, leading 
to xerosis; this also increases the risk of impaction of foreign 
matter. Isolated nodules may break down forming indurated 
ulcers. Entropion and trichiasis may occur. 

Cornea. Corneal sensation is either diminished or completely 
lost. With the slit-lamp the corneal nerves may be seen to be 
thickened or bead-like. Four distinct varieties of keratitis were 
recognized. (1) Leprotic pannus. This appears as a ground- 
glass opacity increasing inwards from the upper margin of the 
cornea, with little vascularization. There are many fine points 
of opacity, closely aggregated and lying directly beneath the epi- 
thelium. (2) Superficial punctate keratitis. This may occur as 
small ill-defined whitish dots, more frequent in the central parts 
of the cornea than in its periphery. They appear to be behind 
Bowman’s membrane. (3) Lepromata may extend from the con- 
junctiva on to the cornea. They make their way to the centre in 
the form of hard crescentic infiltrations, yellowish-brown in colour. 
After the lapse of years the whole cornea becomes infiltrated. 
(4) Interstitial leprotic keratitis is due either to the superficial kera- 
titis extending more deeply, or is secondary to an irido-cyclitis in 
which the infection spreads along the deep episcleral vessels. The 
disposition of the infiltrates may be central or sectorial. The eye 
is not usually injected and very little deep vascularization is 
noticed. Folding of Descemet’s membrane can be detected in 
cases where the substance of the cornea is not sufficiently opaque 
to conceal the posterior aspect of the corneal beam. Rarely dis- 
ciform infiltration is observed involving the whole thickness of 
the cornea. Ectasia of the cornea and even ulceration may occur. 

Uveal tract. Affection of the uveal tract may be exhibited 
either as an iritis of a plastic nature, or as greyish nodules on the 
surface of the iris. In a case in which it was necessary to perform 
an iridectomy for visual purposes the whole stroma of the iris was 
found to be full of lepra cells and bacilli. 

The author found no fundus lesion in any of the eyes which 
could be examined ophthalmoscopically. It is interesting to 
mention that a great number of his patients with normal healthy 
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eyes complained of a certain degree of photophobia. Perimetric 
observations failed to reveal any abnormal changes. 
It may be remarked that lepers bear operations on the eye well. 


A. F. MAcCALLaNn. 


(2) Batignani. (Sienna).— Pyrexia-therapy in ocular diseases. 
(Contributo alla piretoterapia vaccinica nelle mallattie 
oculari). Lett. Oftal., March, 1934. 


(2) The good that follows intercurrent pyrexia in many ocular 
diseases has been recognized since ancient times, says Batignani, 
but only recently has its use been regulated by the surgeon. The 
value of malarial infection in combating certain other parasitic 
conditions is well known, but malaria is not a thing to trifle with 
and therefore attempts have been made to produce a rise of tem- 
perature without any unpleasant sequelae. The author holds that 
the anti-pyogenic vaccine of Professor Morelli fulfils the 
requirements. 

He has used it, intravenously, in 75 cases of different nature 
and in all has been able to effect a rise of temperature which has 
been followed by definite improvement in the conditions. This 
has specially shown itself in the numerous cases of hypopyon 
keratitis. The author has never seen any disadvantage from the 
treatment and considers it free from risk, if the subjects are not 
suffering from severe general cardiac or renal Cena, | in which 
case they should not be treated in this way. 


HAROLD GRIMSDALE. 


(3) D’Asaro Biondo (Turin).—‘“‘Larocain,” a new local anaes- 
thetic for ophthalmic surgery. (Larocaina ; neuvo anestetico 
locale in oftalmoiatria). Rass. Ital. d’Ottal., January-February, 
1934. 

(3) Larocain is a synthetic substitute for cocaine. It is stated 
to be hydrochloride of 1-p-aminobenzoil-2, 2-dimethy!-3-diethyla- 
minopropanol. Biondo says that its anaesthetic action by instil- 
lation is superior to that of cocaine, that it does not damage the 
corneal tissues, does not produce mydriasis nor disturb accom- 
modation ; it is much less toxic. It seems to be an altogether 
desirable drug. 

HAROLD GRIMSDALE. 


(4) Thomson, W. H. M. (London, Ontario).—The hydrophthal- 
moscope. Canadian Med. Assoc. Jl., Vol. XXXII, No. 4, 
April, 1935. 

_ (4) Thomson has devised a hydrophthalmoscope for use dur- 

ing surgical operations or experimental procedures. He points 
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out that, in operating or experimenting on the retina under the 
guidance of the hand ophthalmoscope, the observer’s eye is 
awkwardly close to the eye which is being worked on, and that 
one of the observer’s hands must be used to hold the ophthal- 
moscope. His device eliminates both these difficulties and allows 
a constant view of the fundus through a dilated pupil up to a 
distance of approximately 30 inches, and as it is self-retaining 
by means of suction, the device itself can be used to steady the 
eye while a hand is left free for the manipulation of forceps or 
needle. 

Sketches show the construction of the apparatus. The scleral 
Ting is inserted under the lids; saline is then drawn into the 
instrument by means of a 10 c.c. syringe until the fluid covers 
the under-surface of the plane observation glass, at which instant 
the fundus springs into view. A clip is then placed on the rubber 
tubing distal to the vacuum gauge and the plunger of the syringe 
is withdrawn a Jittle more, when a second clip is placed on the 
outlet tube. Air bubbles rise out of the way into the space sur- 
rounding the observation glass. The hydrophthalmoscope is now 
held on the eye by negative pressure, and the minute electric bulb 
in the rotating rim is connected with dry cells. In the human 
subject nupercain, 1:1000, is used 15 minutes before inserting 
the device. Patients experience no pain, but the vacuum causes 
a feeling of heaviness. 

The author has used this device for nearly a year in experi- 
mental work on retina) detachment and has found it most helpful. 
He refers to Rayner Batten’s article in the Ophthalmoscobe for 
February 1910. 

R.R. J. 


(5) Pillat, A. (Vienna).—On the occurrence of choroiditis in lupus 
erythematodes. (Ueber das Vorkommen von Choroiditis bei 
Lupus erythematodes). Arch. f. Ophthal., Vol. CXXXIII, 
p. -566. 

(5) Pillat found patches of choroiditis. in sixteen cases of 
lupus erythematodes out of a series of 48. 

In most cases this eye affection is unilateral; the number of the 
patches is small, varying from 1 to 5. They are usually situated 
in the extreme periphery, but sometimes are found in the neigh- 
bourhood of the macula; their occurrence in these situations is 
explained by the slowing down of the capillary circulation. As 
regards the aetiology of these patches, their clinical appearances 
(indistinguishable from those found in definite tuberculosis), the 
positive results obtained from the various tuberculin reactions, 
the condition of the glands and the other clinical symptoms of 
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the cases (tuberculous diseases in the family), glandular swelling 
in childhood, the presence of enlarged glands in the neck, axilla 
or groin at the onset of the lupus, previous keratitis eczematosa, 
positive X-ray appearances in the lung with a negative Wasser- 
mann reaction point to the conclusion that this choroiditis is 
tuberculous in character. 

The small number and extent of these patches indicate that 
they are due to an infection with tubercle bacilli either few in 
number or very attenuated, but from the cases examined no 
inference can be made as to the period of infection of the choroid. 

The occurrence of tuberculous choroiditis in lupus erythema- 
todes must be regarded as an important addition to the clinical 
symptomatology of this skin affection and as further proof of 
the fact that the onset of this form of lupus is associated with a 


tuberculous invasion of the body. 
THOS, SNOWBALL. 


(6) Goodman, E, Leonard (Washington). — Endophthalmitis 
phaco-anaphylactica. Arch. of Ophthal., July, 1935. 

(6) Goodman's investigations were made in a series of 700 
patients with cataract. A 1 per cent. solution of bovine lens 
protein was used, 0:1 c.c. being injected intradermally. Suitable 
control injections were also made at the same time. Several types 
of reaction were observed. (1) The allergic type, appearing in 
about five minutes and disappearing in a few hours and having no 
bearing on phaco-anaphylaxis. (2) The ‘‘tuberculin’”’ type. This 
appeared after several hours, and was at a maximum in twenty-four 
hours or later. If the wheal exceeded 1:5 cm. in diameter and 
was definite in outline and degree of erythema, the reaction was 
considered positive. Only 5-4 per cent. of patients could be thus 
classified and it was among these that the few cases of undoubted 
endophthalmitis phaco-anaphylactica were found. Another sig- 
nificant point was that all the markedly positive reactions were 
obtained only after there had been an opportunity for absorption 
of lens matter from the anterior chamber (e.g., by a previous 
operation’ on one eye), 7.e., hypersensitivity to lens protein is 
acquired and not congenital, cataractous cortical material forming 
the principal antigenic material. It therefore follows that in a 
sensitive patient there are three courses open. (1) To perform 
intra-capsular extraction. (2) If extra-capsular extraction be per- 
formed, to wash out cortical remnants as completely as possible. 
(3) Before operation, to give a series of desensitizing injections, 
starting with 0-1 or 0:2 c.c. of a 2 per cent. solution of lens 
protein. This procedure is of no avail if the disease is already in 
existence, since the inevitable focal reactions in the eye lead to 
its destruction. 

F. A. W-N. 
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(7) Wheeler, J. M. (New York).—Advancement of the superior 
oblique and inferior oblique ocular muscles. Amer. Jl. 
of Ophthal., Vol. XVIII, p. 1, 1935. 


(7) Wheeler describes operations for advancement of the 
superior and inferior oblique muscles. Technical details are given 
clearly and fully. 

In commenting on advancement of the superior oblique, the 
author states that at present no rules can be given concerning the 
amount of advancement that is necessary for any given case. 
Torsion correction may be effected by bringing the superior oblique 
forwards as well as advancing it temporally; downward move- 
ment and adduction may be increased by advancing the muscle 
and attaching it to the sclera in a line posterior to its normal 
axis; advancement in the line of the axis may act as a check on 
upper movement of the eye which occurs in some cases on adduc- 
tion. There is no need to divide the tendon. Advancement is 
carried out by passing a mattress suture through the centre of 
the muscle at a suitable distance behind its insertion and then 
inserting the suture in the sclera at the appropriate site and 
drawing the muscle in the direction of this before tying. 

Advancement of the inferior oblique is useful in cases where 
the globe is depressed and accompanied by ptosis. 

The orbital origin of the muscle is separated and attached by 
suture to the periosteum and connective tissue covering the maxilla 
just beneath the lower orbital margin. 

H. B. STALLarD. 


(8) O’Connor and Pierce (San Francisco).—Eye socket recon- 
struction necessitated by extra-ocular myositis associated 
with thyroid disease. Amer. Jl. of Ophthal., Series 3, Vol. 
XVIII, p. 51, No. 1, 1935. 


(8) OConnor and Pierce record a case in which it was neces- 
sary to perform a plastic reconstruction of the orbit in a case 
of Graves’ disease after excision of an eye for trauma. 

The socket would not retain a prosthesis satisfactorily and the 
cause of this was found at operation to be due to enlarged extra- 
ocular muscles. 

Histological examination of a piece of excised muscle showed 
that the muscle fibres were widely separated, some were normal, 
some showed a faintly granular cytoplasm and others were oede- 
matous and undergoing hyaline degeneration. 

Dense fibrous tissue showing hyaline degeneration in some parts 
replaced skeletal muscle and the pathologist considered that the 
small round cells seen between the muscle fibres were probably 
undifferentiated mesenchymal cells. 

H. B. STacvarD. 
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(9) Anderson, W. B. (North Carolina). — Ophthalmomyiasis. 
A review of the literature and a report of a case of ophthal- 
momyiasis interna posterior. Amer. Jl. of Ophthal., Vol. 
XVIII, August, 1935. 

(9) Anderson describes a case of ophthalmomyiasis interna in 
an adult 46 years of age who suffered several severe paroxysms 
of ocular pain terminating in collapse, shock, nausea and vomiting 
before the parasite was seen in the anterior part of the vitreous 
chamber. 

Clinical and pathological examination of the case showed no 
general invasion of the host, so there seems little doubt that the 
parasite entered the eye by perforating the sclera and that this 
caused the severe paroxysms of pain. On entering the vitreous 
it died and remained motionless. The author describes the parasite 
as lying in the anterior part of the vitreous in a vertical plane; 
it was amber coloured, cigar shaped, had 9 segments, was tapered 
and measured 7 mm. in length and 0:7 mm. in breadth. 

Several months later the upper end became swollen, the lower 
end shrivelled and the chitinous envelope of the parasite crumpled 
up into an angulated mass. 

The larva was reported as resembling very closely the gastro- 
philus intestinalis. 

The author comments on the features of 18 cases of ophthalmo- 
myiasis reported in the literature, in 10 of which the larvae were 
extra-ocular and 8 intra-ocular. Two only of these cases were in 


adults, the remainder in children. The author suggests that the 
sclera in children is less resistant than that of adults to the invasion 


of parasites. 


H. B. STALLARD. 





—— 





NOTES 


B Mr. Lestige Paton has been elected an 

elgian ¥ 

Ophthalmological honorary member of the Belgian Ophthalmo- 
Society logical Society. 


* * * * 


THEOPHRASTUS, a pupil of Plato, was born 

Theophrastus and = 3.c, 370 and died about 285 B.c. His chief 

. 8” book is the Enquiry into Plants. This has been 

published in the Loeb Classics, the translation being the work of 
that eminent Greek scholar the late Sir Arthur Hort, Bart, 
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As a botanical text-book the work is singularly interesting. 
Theophrastus, in Book IX, mentions some of the medicinal pro- 
perties of plants. Our readers may possibly be interested in his 
few allusions to ophthalmic conditions. In speaking of the fruit 
of the wild rose, he says, ‘‘This must be gathered standing to 
windward, since otherwise there is danger to the eyes.’’ Of the 
peony, this ‘‘should be dug up at night, for, if a man does it in 
daytime and is observed by a woodpecker while he is gathering 
the fruit, he risks the loss of his eyesight; and, if he is cutting 
the root at the time, he gets prolapsus ani.’’? Of germander, ‘‘the 
fruit is good also for the eyes; for ulcers in the eye they ground 
up the leaf in olive-oil before applying it.’’ Of a plant called 
libanotis, ‘‘the fruit is good for strangury, for the ears, for ulcers 
in the eye, for ophthalmia and for producing milk in women.”’ 
‘The bark of ebony is useful against ophthalmia.”’ 

Why the woodpecker should be credited with such supernatural 
powers we do not know. 


* * * * 


Mesad Bee APPLICATIONS for this scholarship, value £100 


Hospital per annum, are invited, and are to be received 
Research Scholarship hy the Dean at the Royal Eye Hospital, St. 
George’s Circus, S.E.1, by November 30. Preference is given 


to candidates who propose to undertake research on clinical 
subjects. 


* * * * 


In the Centralblatt f. d. ges. ophthalmologie, 
ae eee Tey Band. Sh... Hekt..4, page 190 occur the 
following words :— 
‘“... seit der Beschreibung ihres Hintergrundsbildes durch 
-den amerikanischen ophthalmologen Warren Tay.”’ 


We are quite aware of the difficulties which arise in the spelling 
of foreign names. These are reciprocal. We have no doubt 
that in ‘‘contemporary ophthalmic literature’? we make mistakes in 
spelling the names of foreign authors, and we can certainly forgive 
a foreigner for adding a redundant ‘‘r’’ to the name of Waren 
Tay. 

There seems to be no reason for making Mr. Tayinto an Ame- 
rican. He was a Yorkshireman and as it is more than 50 years 
since he published the description of the disease which bears his 
name conjoined with that of Sachs, we should have thought that 
no difficulty as to his nationality would have arisen. 





CONTEMPORARY OPHTHALMIC LITERATURE 


FUTURE ARRANGEMENTS 


1935 

November 8.—Royal Society of Medicine, Section of Ophthalmology. 

November 15.—North of England Ophthalmological Society, at 
Bradford. 

December 3.—Midland Ophthalmological Society, at Birmingham 
Eve Hospital. 

December 6.—North of England Ophthalmological Society, at 
Leeds. 

December 13.—Royal Society of Medicine, Section of Ophthalmology 
(Clinical Meeting). 

1936 

January 10.—Royal Society of Medicine, Section of Ophthalmology. 

February 7.—North of England Ophthalmological Society, at 
Newcastle-on-Tyne. 

February 14.— Royal Society of Medicine, Section of Ophthalmology. 

March 6.—North of England Ophthalmological Society, at 
Liverpool. 

March 13.—Royal Society of Medicine, Section of Ophthalmology 
(Clinical Meeting). 

March 27.—North of England Ophthalmological Society, at 
Sheffield. 

June'12.—Royal Society of Medicine, Section of Ophthalmology 
(Annual Meeting). 
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CONTEMPORARY OPHTHALMIC LITERATURE 





American Journal of Ophthalmology. September, 1935. 


HILL. The teaching of ophthalmology in an undergraduate medical school. 

KLUEVER. Streptococci in inflammation of the eye. 

THYGESON, PRocToR and RICHARDS. Aetiological significance of the elementary 
body in trachoma. 

O'Connor. Tendon transplantation in ocular-muscle paralysis. 

VorIsEK.~ Changes of the refraction in children with convergent strabismus. 

BaRKER._ Parinaud’s syndrome. 

GUNTHER. Blepharochalasis. 

HARTSHORNE. Comparison of intra-capsular methods of cataract extraction. 

BERENS and HaTHAWay. Sight-saving classes. 


Archives d’Ophtalmologie. September, 1935. 


BonneET. ‘‘Palm Leaf’’ corneal opacities, the remains of interstitial keratitis 
(annular type of Vossius). 

WEEKERS. Laboratory teaching concerning the operation for retinal detachment. 

Katt. Bilateral orbital tumour with bilateral exophthalmos cured by a mercurial 
treatment. ‘ 

BERTSCH: The reticulo-endothelial system of the eye and disorders of fat 
metabolism. 

YVER and BarRRAT. About a case of abscess of the lens. 
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Revue d’Optique. August, 1935. - 


MALINOWSKI. The criterion for spherical aberration. 


Klinische Monatsblatter fiir Augenheilkunde.. September, 1935. 


Horay. Experience with 700 cases of muscle prolapse, 

IMRE. Operation for senile ectropion. 

VON LIEBERMANN. Technique of ophthalmic surgery. 

K6pPL. Multiple carcinoma metastases ia the globe. 

von SzILy. Contribution to the aetiology of Parinaud’s disease. 

RIEDL. On the transmission of congenital optic atrophy. 

SABBADINI. Contribution to the surgery of retinal holes at the posterior pole of 
the eye. 

GRZEDZIELSKI. The histology of Réntgen cataract. 

VON PFLUGK. The accommodation problem. Remarks on the findings of Nicolai 
and Strebel. 

Pavia. Remarks on “A periscope as a helpful medium in diascleral trans: 
illumination for retinal localization.’’ 

BRECHER. Tae method of treatment of trachoma with trachozid. 


Annali di Ottalmologia e Clinica Oculistica. July, 1935. 


“CATTANEO. Contribution, clinical, anatomical and bacteriological to the late 
infections following anti-glaucomatous fistula operations. 

PossENTI, Contribution to the study of refractive errors and their frequency. 

Caocci. Cylindromatous basilioma of the lower eyelid. 

MARCHESINI. The behaviour of the retinal arterial pressure in relation to the 
general circulation and in relation to some ocular affections. 


August, 1935. 


CASTELLI. Contribution to the study of angioneurotic disturbances of the retina. 

TRoOvATI. Physico-chemical constancy of the blood and senile cataract. 

MARCHESINI. The behaviour of the retinal arterial pressure in relation to the 
general circulation and in relation to some ocular affections. 


Archivos de Oftalmologia Hispano-Americanos. Seftember, 1935. 

SAENZ-ALONSO. Stricturotomy and thick probes in the treatment of the lacrymal 
: passages. 

MARQUEZ, Value of conservative treatment in affections of the lacrymal sac. 

MorEv. The regulation of the temperature in the treatment of retinal detach- 

ment by electrocoagulation (diathermy). 
CHERIF. Ophthalmic photography. 
LiLorca. Some considerations of the cyclopean eye, an Observation. 


Revista Oto-Neuro-Oftalmologia. August, 1935. 


Pavia. About scleral transillumination for the perfect tocalization of the hole in 
the treatment of retinal detachment, 
Pavia and DuSSELDORP. Marginai keratitis with ectasia. Cure. 


Revista Oto-Neuro-Oftalmologica y de Cirugia Neurologica 
Sud Americana. September, 1935. 


Pavia. Primary sarcoma of the choroid. Early diagnosis. Enucleation of the 
eye with normal vision. 

Pavia and DUSSELDORP. Retinal detachment. A disposition by scleral trans- 

illumination and simultaneous diathermy. An experimental case. 











